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Abstract 
The present study examined religious differences in help-seeking attitudes, intergroup 
anxiety, collective self-esteem, and emotional intelligence in Hindus and non-Hindus in 
India. Data were collected from 55 participants, who were predominantly students at 
either University of Mumbai or St. John's College Agra. Of these participants, 38 were 
Hindu and 17 were non-Hindu. Participants completed a demographic questionnaire, the 
Inventory of Attitudes Toward Seeking Mental Health Services, the Intergroup Anxiety 
Scale, the Collective Self-Esteem Scale, and the Schutte Self-Report Emotional 
Intelligence Test. Statistical analyses were computed using t tests for independent means, 
correlational analyses, and descriptive statistics. The results of these preliminary analyses 
did not indicate any group differences, but did find a number of significant correlations, 
including a positive association between intergroup anxiety and collective self-esteem. 
Furthermore, participants considered their religious beliefs to be very important, and 
those participants who indicated that their religion is the most important part of their 
identity, also indicated having greater collective self-esteem. Interestingly, strong belief 
that religion is the most important part of identity, but not importance of religious beliefs, 
was correlated with intergroup anxiety. Demographic variables, including age, sex, and 
socioeconomic status were also analyzed. Older participants were found more likely to 
consider their religious beliefs very important, and indicated that their religious beliefs 
were an important part of their identity. Older participants also reported greater 
collective self-esteem. Finally, women were found to have more positive attitudes 
toward seeking mental health services than were men. Females also were found to have 
higher emotional intelligence and greater preference for a therapist of the same religion. 
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Also, lower socioeconomic status was found to be related to more positive attitudes 
toward seeking mental health services. Implications of these findings are reviewed along 
with recommendations for future research. 
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Though India is considered a secular, democratic republic, its rich cultural, 
linguistic, and religious diversity has in some ways proved to be problematic. Hindu-
Muslim tension has increased in recent years. Hindus make up the largest population in 
India, accounting for 80.5% of the population, or about 827,578,868 people. Muslims 
account for 13 .4% of the population, which is about 138,188,240 people. Other minority 
religions include Christians (2.3% of the population) and Sikh (1.9% of the population), 
with the rest of the population identifying as "other" (CIA World Factbook, 2009). 
Minority population is higher in metropolitan areas, and as a result, there has been more 
communal violence in these areas. 
Though these religious groups live and work in close proximity, the conflict 
between them has been exacerbated in the recent past. Fundamentalist terrorist attacks 
and hate crimes have been prevalent, including setting fires, looting, and bomb 
explosions (Hafeez, 2011; Jaishankar, 2007; Ved, 2011). Perhaps the most detrimental 
strike to interreligious relations in recent years was the Mumbai terrorist attacks led by 
nine Islamic extremists in 2008 (Magnier & Sharma, 2008). The attacks occurred over a 
three day period at ten different sites in Mumbai, included hostage situations at the Taj 
Mahal hotel and a Jewish Center, and left hundreds dead and injured (PBS, 2008). 
Though the previous instances occurred recently, there have been conflicts 
between Indian religious sects for over one thousand years, with a significant amount of 
turmoil more recently occurring between Hindu and Muslim populations (Ghosh & 
Kumar, 1991). The record of Muslim migration to India dates back as early as 1000 
A.D.; however, there was a large influx beginning in the 1200s. Many Muslims migrated 
to India during times of hardship or with the goal of converting the inhabitants to Islam, 
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and were often met with hostility by indigenous peoples (Ghosh & Kumar, 1991). 
Because of this hostility, Muslims were not as welcome in certain educational or 
occupational settings as were the indigenous peoples. As a result, a significant number of 
the Muslim population lags behind in literacy and they are disproportionately represented 
in the lower socioeconomic classes than their Hindu counterparts (Ghosh & Kumar, 
1991). More specifically, the Hindu population in India has a 75.5% literacy rate, 
whereas the Muslim population has a 60% literacy rate. The overall literacy rate in India 
is 71.7% (Register General and Census Commissioner of India, 2001). Also, though 
Muslims account for the largest minority population in India, they have the lowest socio-
economic status of any religious group (Government of India, 2006). This difference 
further emphasizes the distance between Hindus and Muslims in India. 
Cultural differences, such as religion, influence a number of psychosocial issues, 
including those that may impact mental health treatment. For many years, counseling did 
not attend to the impact of cultural values in counseling (Sue & Sue, 2008). The 
assumption that a universal approach can be used in psychotherapy inappropriately 
supposes that humans are all the same regardless of race, sex, ethnicity, socio-economic 
status, etc., which is likely not the case. Although the world is becoming a smaller 
community due to increasing technology and globalization, cultural differences still exist 
and are deserving of research. 
One researcher estimated that there are approximately 20 million Indians in need 
of mental health services, but only 25,000 of them are able to receive service within the 
current system (Rajkumar, 1991). With India being one of the most populated countries 
in the world, there is a corresponding need for more services and more research. Even 
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when services are available, it is suspected that many individuals in need of services do 
not seek out mental health treatment for other reasons (Aloud & Rathur, 2009). More 
research is needed to address the factors that influence help-seeking attitudes. For 
example, there is a lack of research regarding the relationship between religion and help-
seeking attitudes. This project will attempt to explore the relationship, if any, between 
religion (e.g., Hindus and non-Hindus) and help-seeking attitudes. It will also explore 
factors that may relate to religious background and help-seeking attitudes among Indians, 
including intergroup anxiety and collective self-esteem. The data from this study will 
help the researchers better understand the relationship of the aforementioned variables 
and attitudes towards help-seeking behavior. The information will be useful to mental 
health professionals in India to assist in identifying factors that facilitate and hinder help-
seeking attitudes, particularly with respect to Hindus versus non-Hindu populations. 
These factors along with help-seeking and participant religious preference are 
expanded upon in the following literature review. 
Help-Seeking Attitudes 
Help-seeking attitudes are defined as an individual's proclivity towards seeking or 
avoiding professional psychological services (Fischer & Turner, 1970). Help-seeking 
attitudes can be influenced by numerous factors, some of which may be culturally-bound. 
For example, a study by Aloud & Rathur (2009) examining a proposed model ofhelp-
seeking pathways for Arab Muslims found that some indigenous clients may seek 
religious assistance in lieu of seeking psychological services because they believe their 
symptoms are spiritually based rather than due to the traditional Western causes (e.g., 
family dysfunction, biological factors, work stress, etc.) 
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Help-seeking attitudes in India are often affected by the stereotypes that 
surround persons who seek the aid of mental health professionals. A study conducted in 
rural West Bengal that sought to examine local concepts of mental illness, clarifying 
specific features, perceived causes, and help seeking for these problems concluded that 
mental health is often understood in terms of severe pathologies. People experiencing 
mental health problems are often labeled as "pagal" or "pagla" ("mad" or "crazy") and 
are teased (Chowdhury, Chakraborty, & Weiss, 2001). A literature review on 
stigmatization and discrimination of people with mental illness in India by Lauber and 
Rossler (2007) revealed that there is a widespread belief in Asian countries that those 
with mental illness are dangerous and aggressive. A significant number of studies 
reported that Asian participants indicated that they would not marry a person with 
depression, they would not rent their house to a person with depression, and that they did 
not believe that those with depression should be allowed the same freedom within the 
community as those without depression. Similar responses were found regarding 
schizophrenia. 
Because Asian societies tend to be more collectivistic than Western societies, the 
stigma placed on any one individual can ~ffect the entire familial unit. In some cases, the 
individual will abandon the family unit (or vice versa) in order to preserve the family ' s 
honor (Lauber and Rossler, 2007). Leong, Kim, and Gupta (2011) labeled this shame 
"loss of face" and studied its contribution to help-seeking behaviors in Asian American 
college students. They found that belief in "loss of face" led to a decreased likelihood of 
seeking professional counseling. Another similar finding regarding loss of face was that 
Asian American clients were more likely to drop out of services if not paired with a 
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therapist of similar cultural background, or a therapist who the participants felt could 
understand the shame associated with seeking mental health services (Zane & Yeh, 
2002). 
Though Indians experience many of the same issues for which counseling is 
sought in the United States and other Western countries such as marital issues, family 
conflicts, school problems, chronic pain, and so forth, counseling services may only be 
viewed as necessary for those who are deemed "mad." Because of this belief, many 
Indians are disinclined to seek mental health treatment (Carson et al. , 2009). 
Also, studies show that Asian clients are more likely to initially identify 
psychological illness as physical ailments, due to physical ailments being less 
stigmatizing than psychological illness (Lin & Cheung, 1999). In fact, some literature 
has shown that those from Arab cultures have a hard time distinguishing between 
psychological and physical ailments (Angel & Thoits, 1987; El-Islam, 1982; El-Islam & 
Ahmed, 1971). Somatization of symptoms often prolongs the seeking of mental health 
treatment because patients tend to first seek medical attention (Aloud & Rathur, 2009). 
However, for those from Asian cultures, somatization of symptoms may not be a means 
to mental health treatment avoidance. Rather, it may be a way to avoid the stigma that is 
often attached to seeking formal mental health resources in their culture. 
A study of non-psychotic mental health outpatients in Jordan by Al-Krenawi and 
Graham (2000) showed that some clients attribute psychological illness to spiritual or 
supernatural causes. For example, many individuals attributed their illness to "evil eye" 
or the presence of spirits. Another belief amongst Muslim clients is that any kind of 
suffering is a test from Allah, and thus, seeking help is a form of spiritual failure (Aloud 
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& Rathur, 2009). In line with this, much traditional Indian spirituality considers suffering 
a part of the natural part of life (Arulmani, 2007). The Bhagavad Gita, a central Hindu 
scripture, describes suffering as a natural component of human life caused by faulty 
perceptions and beliefs (Yogi, 1969). Buddhism, an ancient religion that has its origins 
in India, makes similar claims (Encyclopedia Britannica, 2009). These beliefs may lead 
many clients to seek religious healing or other indigenous sources of care rather than 
formal mental health services. 
Intergroup Anxiety 
Intergroup anxiety is based on the perception of experiences between an "in-
group" and an "out-group." The theory is based on the notion that individuals describe 
themselves in part based on what groups they belong to-e.g., race, religion, sex, and so 
forth (Stephan & Stephan, 1985). Similar to self-esteem, people want their group to be 
held in high esteem, and tend to react negatively to events that challenge this esteem 
(Ghosh & Kumar, 1991). A group with which one positively identifies would be 
considered an "in-group." A contrary or opposing group would be considered an "out-
group." It is argued that the quality and quantity ofrelations with the out-group 
influences the feelings and responses of the in-group toward the out-group members 
(Dovidio, Gaertner, & Kawakami, 2003). A lack of prior positive contact with out-group 
members may lead to negative emotions toward interactions with the out-group, leading 
to intergroup anxiety (Plant & Devine, 2003). In tum, this intergroup anxiety may lead to 
avoidance and adverse behaviors toward the out-group. The theory of intergroup anxiety 
has helped shape many ideas about racism, and thus may contribute to other situations 
regarding in-groups and out-groups, such as religious tension. 
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Stephan and Stephan (1985) propose a model of intergroup anxiety that includes 
both the antecedents and consequences of intergroup anxiety. This model posits that 
intergroup anxiety is created by three sets of factors: prior intergroup relations, prior 
intergroup cognitions, and situational factors. Prior intergroup relations can include both 
the amount of in-group contact with the out-group and the conditions of the contact 
between groups. Anxiety may be reduced if the groups have had more contact with each 
other. However, if the conditions of the contact between groups have been conflictual, 
then even a large amount of contact may not lessen anxiety. In fact, a study by Tausch 
and colleagues (2009) examining Hindu-Muslim relations found that negative contact 
quality led to increased in-group bias, and that this interaction was mediated by amount 
of intergroup anxiety. Prior intergroup cognitions, such as previous! y held stereotypes, 
knowledge of the other group's culture and norms, and the perception of the difference 
between the groups may also affect the interaction between groups. A lack of knowledge 
about the other group may make one feel incompetent and guide one to use stereotypes as 
the main source of information about the group. Situational factors include the amount of 
structure of the situation, the type of interdependence, and group composition. Structured 
situations cause less anxiety because roles and norms are provided (Hewstone & Brown, 
1986). The type of interdependence is a mediating factor in intergroup anxiety because 
research has found that interaction is less anxiety provoking if it is cooperative as 
opposed to individual or competitive. 
However, anxiety is still typically high in initial interactions. For example, it is 
plausible that therapy may be quite anxiety provoking for a client with a therapist of a 
different group membership in the beginning because it requires the client to be in close 
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contact with the therapist, but therapy may be less anxiety provoking as it becomes a 
cooperative effort in working towards the client' s goals (Worchel, Axsom, Ferris, 
Samaha, & Schweizer, 1978). Stephan and Stephan (1985) also note several 
consequences of intergroup anxiety. Avoidance is one of the most common responses to 
anxiety. Unfortunately, this avoidance in turn may lead to less knowledge about and 
contact with the other group, thus fueling a cycle of intergroup anxiety and, perhaps, 
inhibiting help-seeking behaviors if the therapist belongs to the "other" group. 
Collective Self-Esteem 
Individual self-esteem is a well-known and commonly studied concept (Branden, 
1969; Crocker, & Park, 2004; Rosenberg, Schooler, Schoenbach, & Rosenberg, 1995). 
The concept of collective self-esteem is somewhat lesser known. This type of self-
esteem, originally introduced as "social identity theory" in 1979, is specifically defined as 
"that aspect of the individuals' self-concept which derives from their knowledge of their 
membership in a social group (or groups) together with the value and emotional 
significance attached to that membership" (Tajfel, 1981 ). For example, a part of an 
individual ' s self-esteem may be the belief that he or she is physically adept. If that 
person, for instance, greatly values his or her membership on a championship basketball 
team, then that value is a part of that individual's collective self-esteem. 
However, just as one can have low self-esteem, an individual can have low or 
negative collective self-esteem. Research suggests that one's collective self-esteem is 
moderated by the comparison of one' s group with the "other" group. In particular, if a 
group member feels threatened, he or she is likely to attempt to alleviate the threat by 
using group-enhancing social comparisons. For example, the individual who plays on the 
Help-Seeking Attitudes in India 9 
basketball team may judge his or her collective self-esteem by comparing the team's 
performance with a less successful basketball team. Similar to the theory of self-esteem, 
people are motivated to attain a positive sense of collective self-esteem. Crocker and 
Luhtanen (1990) suggest that one way in which individuals attain and preserve collective 
self-esteem is by having favorable impressions of his or her group (the "in-group"). He 
or she may also do so by denigrating the opposing group (the "out-group"), particularly if 
the individual feels that the in-group's status is threatened by the out-group. 
This intergroup comparison is often studied using a technique called the minimal 
intergroup paradigm. The minimal intergroup paradigm seeks to examine the minimum 
conditions necessary to cause intergroup discrimination, even when participants are 
randomly assigned to separate groups. For example, Allen and Wilder (1975) examined 
intergroup discrimination by arbitrarily assigning participants into groups. The 
participants were informed that they were assigned to their particular group because they 
had similar beliefs as indicated by their responses to a questionnaire based on a wide 
range of interests (for example, political ideology, artistic preferences, and so forth) and 
that they were dissimilar from the other group. Individual subjects were then ostensibly 
paired with individuals who were either similar or dissimilar to them. Several 
conclusions were drawn from this study. First, participants were more likely to award 
points to others who they were informed shared similar beliefs with them and less likely 
to award points to those who they were informed had dissimilar beliefs. Also, 
participants were still more likely to give points to fellow in-group members than to out-
group members with similar beliefs. Furthermore, a follow-up study revealed that 
participants believed that points should be distributed equally between in-group and out-
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group members, suggesting that intergroup discrimination may be somewhat implicit. 
If intergroup discrimination can be created by such meager conditions, it is quite 
possible that the need to achieve and maintain collective self-esteem within one' s in-
group may lead to both covert and overt discrimination. In turn, this discrimination could 
plausibly have a negative effect on help-seeking behaviors, particularly when the client 
and therapist do not share the same group membership. Thus, either exceedingly high 
or low levels of collective self-esteem can have deleterious effects, just as exceedingly 
high or low levels of individual self-esteem may be disadvantageous. 
Emotional Intelligence. 
Emotional intelligence is a construct that evolved from Thorndyke's theory of 
social intelligence, which considered the ability to effectively navigate complex social 
relationships and environments (Thorndyke, 1920). Emotional intelligence examines the 
ability to identify, understand, and utilize one's own emotions, and to manage the 
emotions of others (Mayer, Salovey, & Caruso, 2008). 
Though emotional intelligence has been a widely studied construct in previous 
literature, little research has been done in examining its relationship to help-seeking 
attitudes. One study found that adolescents with difficulties identifying, describing, and 
managing emotions were less likely to seek help, and more likely to refuse help extended 
to them, than their peers (Dean & Ciarrochi, 2002). 
A study conducted using Taiwanese college students found a relationship between 
personal religious orientation and emotional intelligence; particularly, high personal 
intrinsic religious orientation (i.e .. , belief in religion as an end in itself) was positively 
correlated with emotional intelligence and high extrinsic religious orientation (i.e., belief 
Help-Seeking Attitudes in India 11 
in religion as a means to a self-serving end) was negatively correlated with emotional 
intelligence (Liu, 2010). Thus, it is plausible that emotional intelligence may not only be 
related to help-seeking attitudes, but may also differ between various religious groups. 
Client-Therapist Match 
One factor that may influence help-seeking is the religion of the therapist versus 
that of the client. Client-therapist match describes the multitude of ways in which 
clients and therapists can have or not have congruence on a number of factors, including 
age, race, and sex (Herman, 1998). It refers to both the client's view of the therapist and 
the therapist' s view of the client. Client-therapist match can affect the client' s attitudes 
towards seeking therapy, the therapist' s initial assessment of the client, the therapeutic 
alliance, and the outcome of therapy (Fujino, Obazaki, & Young, 1994). 
There is a lack of research regarding preference for same-religion therapists. One 
possible reason for this deficit is that much of the research still comes from North 
America and Europe, which are predominantly Christian nations. Thus, there are many 
more studies conducted regarding variables such as sex, race, and ethnicity. Until there 
are more studies conducted on religious preference, data from ethnicity and other 
cultural factors in client-therapist match studies can be extrapolated and applied to 
theoretical conceptions of the effects ofreligious preference. However, it is important to 
be mindful of the possibility of differing results, because most Hindus and non-Hindus 
in India share similar ethnic backgrounds. 
The theoretical support for the effects of religious preference mainly lies in social 
psy~hology (Cabral & Smith, 2011 ). Typically, people assume that others who they 
perceive to be similar to themselves will also have similar beliefs and worldviews, and 
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thus will more readily form interpersonal relationships with such people. Studies have 
also found that perceived similarity is positively correlated with the amount of 
credibility associated with a person (Simons, Berkowitz, & Moyer, 1970). According to 
this research, clients and therapists of the same religious background should more easily 
form interpersonal relationships and trust. Thus, one could infer that clients and 
therapists who share a religious preference will more quickly and more easily build 
rapport, which is often considered one of the most essential factors in a good therapeutic 
alliance. Additionally, if a therapist and client develop a preference for one another, it is 
possible, though not certain, that this preference may cause the client to derive more 
benefit from the therapy. Thus, the match would have been beneficial to the client. So, 
if it can indeed be assumed that religious preference is a perceived similarity that 
positively influences the relationship between people, including clients and therapists, 
then it is plausible that clients and therapists with the same religious preference (e.g., a 
Hindu therapist paired with a Hindu client) will have a more positive treatment outcome, 
and that clients will be more likely to seek help from a therapist of the same religion. 
Research on client-therapist match tends to have differing outcomes. Some 
studies show that the therapist's religion does have an effect on help-seeking attitudes, 
whereas other studies find no significant relationship between the two variables 
(Flaskerud, 1990). Research has found that ethnic mismatches are correlated with 
therapists giving clients more severe diagnoses (Adebimpe, 1981; Jones, 1982), early 
termination of therapy (Fujino, Obazaki, & Young, 1994), and can decrease utilization 
of psychological services (Wu & Windle, 1980). However, similar studies have found 
that ethnic client-therapist mismatch has little effect on factors such as dropout rates, 
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satisfaction with therapy, and client perceptions of improvement (Bryan, Dersch, 
Shumway, & Arredondo, 2004; Jones, 1978). There are several reasons that may 
explain these discrepancies. For example, the methodologies of the studies vary greatly. 
Some studies use college students as participants, whereas others use outpatient clients. 
The degrees of diagnostic severity also vary as some studies use psychotic and non-
psychotic clients, whereas some use only one group or the other. Finally, some studies 
are analogue studies, while others are field studies. Though these differences are present 
in many research situations, it makes the comparison of this already difficult-to-define 
variable all the more complex. 
Weatherhead and Daiches (2010) found many relevant findings about Muslim 
beliefs about both the content of therapy and the preferred characteristics of an ideal 
therapist. Most participants in this qualitative study agreed that "cultural sensitivity", 
understanding oflslam, and trust was of key importance in the therapeutic alliance. 
Some participants also mentioned that therapy with Muslim clients should inherently be 
different from therapy with non-Muslim clients. A given example is that sound 
therapeutic advice to a Muslim client would be to 'go and do Wudu and pray' (Wudu is 
a purifying ritual) but that this advice should not be given to a non-Muslim client. 
These key differences may be rooted in the long-standing tensions between 
Muslims and other religious groups in some societies. As mentioned, the most historical 
and severe tensions in India exist between Muslims and Hindus. In many cases, this can 
lead the groups to have reduced contact with one another (Ghosh & Kumar, 1991). 
However, there is a paucity of research examining factors relating help-seeking attitudes 
and status as a religious majority or minority. Further study is needed to analyze the 
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plausible relationship between these factors, as well as any correlations with related 
constructs (e.g. , intergroup anxiety, collective self-esteem, and emotional intelligence.). 
Present Study 
Research on help-seeking clearly indicates that there are several potential barriers 
to seeking professional mental health services. Studies in other cultures have indicated 
that factors such as age, sex, and ethnicity are related to attitudes toward seeking 
psychotherapy (Bryan et al. , 2004), but there is a lack of research regarding the role of 
religion. Because such cultural factors are of such a personal nature, it is plausible that 
religion may also be related to attitudes toward seeking psychotherapy. 
Given the significant interreligious tensions in India, more research is needed to 
examine the potential consequences of this divide in relation to seeking help from mental 
health professionals. This project explored group differences in the previously discussed 
variables, (i.e., help-seeking attitudes, intergroup anxiety, collective self-esteem, and 
emotional intelligence). This study also examined the possible correlations amongst 
these variables, as well as preference for a therapist of the same or different religion. 
Although factors related to help-seeking attitudes have been studied in Western culture 
(predominantly in regards to race), there is little research in Eastern cultures or in regards 
to religious factors. This study sought to provide some exploratory data in this area. 
Several hypotheses are being made based on findings from research on the correlation of 
race or ethnicity with help-seeking attitudes. 
In addition, information about demographic variables including age, sex, religious 
background, importance ofreligious beliefs, identification with religion, and socio-
demographic information, will be collected. Based on the research summarized above, 
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the primary research questions and associated hypotheses are as follows. 
1. Do Hindu and non-Hindu participants differ with respect to the study variables? 
a) Help-seeking attitudes 
Current research varies widely on the effects of help-seeking attitudes. It is 
plausible that religious tenets of certain religions may lend themselves to less positive 
attitudes towards seeking professional psychological health services; however, due to 
lack of significant prior research, this variable was exploratory in nature. 
b) Religion of therapist 
It was hypothesized that non-Hindu clients will tend to prefer same-religion 
therapists and, consistent with this, that Hindu clients will tend to prefer Hindu therapists. 
Studies have shown mixed results in regards to the effect of ethnic, racial, and religious 
match between client and therapist on help-seeking attitudes (Bryan, Dersch, Shumway, 
& Arredondo, 2004; Wu & Windle, 1980). However, it is believed that, particularly due 
to the recent tensions between Hindus and minority religions (Ghosh & Kumar, 1991), 
there would be a preference f~r a religious match. 
c) Intergroup anxiety 
It has been hypothesized that levels of intergroup anxiety vary according to the 
quantity and quality of contact with the out-group. In fact, less contact and poorer quality 
of contact is associated with higher levels of intergroup anxiety (Stephan & Stephan, 
1985). Based on population rates and the cultural heterogeneity found in most areas of 
India, it can be deduced that individuals have a great deal of contact with those from 
other religions, particularly Hindus, the majority religious group. Furthermore, quality of 
contact has been found to correlate higher with intergroup anxiety than quantity of 
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contact (Tausch et. al, 2009). Having minority status, and a history of hostilities with the 
majority group, may result in more discrimination directed towards minorities, thus 
resulting in perception of poorer quality of contact with the majority group. Thus, it was 
predicted that non-Hindu participants would indicate higher levels of intergroup anxiety 
than their Hindu counterparts. 
d) Collective self-esteem 
It was hypothesized that non-Hindu participants would indicate lower levels of 
collective self-esteem than their Hindu counterparts. If members of a group feel 
threatened, those with high collective self-esteem will most likely use group-enhancing 
social comparisons, such as comparing their group with one that is somehow perceived to 
be inferior, whereas those with low collective self-esteem will be less likely to use group-
enhancing social comparisons (Crocker & Luhtanen, 1990). Thus, the collective self-
esteem of participants would most likely be moderated by use of group-enhancing social 
comparisons. However, because non-Hindus most likely perceive higher levels of threat 
to their group due to their minority status, they may have lower levels of collective self-
esteem in comparison to Hindu participants. 
e) Emotional intelligence. Emotional intelligence has been found to differ 
between those individuals with high intrinsic personal religious orientation and those 
with high extrinsic personal orientation (Chung-Chu Liu, 201 O); thus, it was 
hypothesized that emotional intelligence is not likely to be higher or lower based solely 
on one's religious categorization. That said, the study aimed to examine the relationship 
between emotional intelligence and help-seeking in a non-Western population as well as 
to determine if there would be religious differences with respect to emotional 
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intelligence. 
2. What is the relationship between the study variables? 
It was hypothesized that therapist preference, intergroup anxiety, collective self-
esteem, and emotional intelligence will be correlated with help-seeking attitudes in both 
Hindus and non-Hindus. It was believed that same-religion preference, lower intergroup 
anxiety, and lower collective self-esteem would increase the likelihood of seeking 
counseling. 
a) Religious preference 
As the research on religion of the therapist correlated with help-seeking attitudes 
has many discrepancies, no specific hypothesis was made. Out of the research that 
examines the relationship of client-therapist match and help-seeking attitudes, very few 
have examined religion as a variable, and even fewer have used a Hindu or an Indian 
minority sample population. It is difficult to extrapolate information from client-therapist 
match studies because of the wide range of findings; some studies show no significant 
relationship between help-seeking attitudes and religion of therapist, and some have 
found that the help-seeking attitudes in some cultural groups are less likely to be 
concerned about engaging in therapy with a therapist of a different religion (Bryan, 
Dersch, Shumway, & Arredondo, 2004; Weatherhead & Daiches, 2010). 
b) Intergroup anxiety 
It was hypothesized that higher levels of intergroup anxiety would be correlated 
with a lesser likelihood of seeking mental health services should the client and therapist 
not belong to the same religious group. High levels of intergroup anxiety can generate 
avoidance behaviors, such as seeking isolation from the out-group (Rippy & Newman, 
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2006). Less contact and poorer quality of contact with the out-group will increase 
intergroup anxiety per the 'contact hypothesis,' which states that lesser quantity and 
quality of contact between the majority and minority group increases intergroup anxiety 
(Allport, 1954). 
c) Collective self-esteem 
It was hypothesized that individuals who score higher on measures of collective 
self-esteem would have significantly lower scores on measures of help-seeking attitudes, 
indicating that those individuals with high collective self-esteem would have less 
favorable attitudes toward seeking mental health services. Studies have shown that group 
members are motivated to maintain a positive collective identity (Luhtenan & Crocker, 
1992). Research has shown that Asian cultures often attach stigma to those individuals 
that seek mental health services (Lauber & Rossler), and thus an individual may fear that 
engaging in services would not only be potentially threatening to his or her own identity, 
but also to the identity of the group. 
e) Emotional intelligence 
It was hypothesized that individuals who indicate higher emotional intelligence 
would also report more positive attitudes toward help-seeking, as previous studies have 
shown a relationship between ability to identify, describe, and manage emotions and 
higher likelihood of seeking help (Ciarrochi, Deane, Wilson, & Rickwood 2002). 
Furthermore, it was hypothesized that higher emotional intelligence would correspond 
with less intergroup anxiety, since emotional intelligence includes the ability to manage 
one's own emotions and the emotions of others, particularly in social settings (Mayer, 
Salovey, & Caruso, 2008). 
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3. Will participant religious identity and importance of religious beliefs be 
associated with the dependent variables? 
It was hypothesized that both religious identity and importance of religious beliefs 
would be positively correlated with collective self-esteem and intergroup anxiety. This 
hypothesis was exploratory in nature. 
4. Will the demographic variables be correlated with the dependent variables? 
The demographic variables were analyzed to examine their relationship to the 
study variables. This inquiry was exploratory in nature. 
Methods 
Participants 
The participants were 38 Hindu college students and 17 non-Hindu college 
students at The University of Mumbai and St. John' s College-Agra in India. The overall 
sample consisted of 55 students (see Table 1). 
In this sample, 13 were male (23.2 %) and 43 were female (76.8 %), ranging in 
age from 18 to 52 years (M = 25. 79). Regarding cultural and regional background, a 
majority of the students reported being Marathi (n = 15, 26.8 %), followed by four who 
indicated they were Tamil (7.1 %), four who indicated they were Punjabi (7.1 %), four 
who indicated they were Gujarati (7 .1 % ), and three who indicated they were Bengali 
(5.4 %). The largest percentage of participants indicated being of "other" cultural and 
regional background (n = 26, 46.4 %), with several participants instead indicating their 
religion (e.g. , Jain, Hindu) or community of origin (e.g. , Uttar Pradesh, Chitrapur 
Saraswat) (see Table 1 ). 
With respect to religious affiliation, the majority of the population was Hindu (n = 
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38, 69.1 %). Non-Hindus made up 30.9 % of the population (n = 17), with the majority 
identifying as Muslim (n = 5, 9.1 %), followed by Catholic (5.4 %), Christian, non-
Catholic (5.4 %), and Jain (5.4 %). Further, a majority of the students considered their 
religious beliefs to be fairly important (n = 20, 35.7 %) or very important (n = 11, 19.6 
%). Also, 21.4 % of participants agreed that religion was the most important part of their 
identity (n = 12); equally, 21.4 % of participants strongly disagreed that religion was the 
most important part of their identity (n = 12). 
Additionally, the majority of participants stated that they lived in an urban area (n = 
48, 85.7 %) and were upper middle class (n = 31 , 56.4 %) or middle class (n = 22, 40 %). 
Furthermore, 12 participants indicated that they had received prior counseling (21.4 % ) 
whereas 44 (78.6 %) had not received prior counseling (see Table 1). The majority of 
participants indicated no known history of family members receiving prior counseling (n 
= 53 , 94.6%), while three participants indicated a known history of family members 
receiving prior counseling (5.4 %). 
Measures 
Demographic questionnaire. An anonymous survey regarding background 
information was administered to each participant (see Appendix A). This survey 
included questions concerning age, sex, ethnic background, religious affiliation, 
importance ofreligious beliefs, residence (rural, urban, suburban), socio-economic status, 
importance of religion in identity, and prior counseling experience. 
Inventory of Attitudes Toward Seeking Mental Health Services (IASMHS). 
The IASMHS consists of 24 items assessing three internally consistent factors: 
psychological openness (e.g., "Psychological problems, like many things, tend to work 
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out by themselves"), help-seeking propensity (e.g., "Ifl believed I were having a mental 
breakdown, my first inclination would be to get professional attention"), and indifference 
to stigma (e.g., "Having been mentally ill carries with it a burden of shame") (Mackenzie, 
Knox, Gekoxki, & Macaulay, 2004) (see Appendix B). This scale is an adaptation of 
Fischer and Turner's (1970) Attitudes Toward Seeking Professional Psychological Help 
Scale. Mackenzie and colleagues sought to create an adaptation of this scale as several 
conceptual limitations existed that suggested a revision was necessary. The A TSPPH 
uses gender-specific pronouns, which are considered out-dated and the revised survey 
uses gender-neutral pronouns. Also, the term "emotional difficulties" was changed to 
"psychological problems." This revision was made in order to achieve greater 
consistency, and was based on Fishbein and Ajzen's (1975) research suggesting that 
constructs should be narrowly defined and based on the relationship between attitudes 
and behaviors. "Psychological problems" suggests problems in which one would seek 
professional help, whereas "emotional difficulties" is broader and may not accurately 
portray help-seeking attitudes. Additionally, the term "'professional" was used instead of 
the terms "psychiatrist" and "psychologist" because these terms do not capture the array 
of professionals that may be sought for psychological problems, such as general 
practitioners and social workers. Furthermore, research suggests the terms "psychiatrist" 
and "psychologist" may have more stigma attached to them and thus participants may be 
less likely to indicate seeing such professionals (Vogel, Wester, & Lawson, 2007). The 
final scale consists of 17 of the original 29 items of the Fischer and Turner (1970) scale, 
ten of which were .re-worded, and seven new items. 
The twenty-four items chosen for the final test are rated on a 5-point scale ranging 
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from disagree (0) to agree (4). Items 1, 3, 4, 6, 7, 9, 11, 12, 14, 16, 17, 18, 20, 21, 23, 
and 24 are reverse-coded. Higher overall scores on the IASMHS indicate greater 
likelihood to seek services if deemed necessary. The Cronbach's alpha for the total scale 
is .87. The Cronbach's alpha for the subscales measuring psychological openness, help-
seeking propensity, and indifference to stigma are .82, .76, and .79, respectively, 
demonstrating good internal consistency. Due to the lack of other psychometrically valid 
and reliable measures of attitudes toward seeking mental health services, criterion 
validity was tested with a survey regarding past use of and intentions to use mental health 
services. Scores on the IASMHS were shown to be correlated with both past use of and 
intentions to use mental health services (r = 0.38 in a community sample and r = 0.21 in 
an undergraduate replication sample). With respect to past use of mental health services, 
results demonstrated that the subscales for psychological openness (r = 0.34) and help-
seeking propensity (r = 0.34) are moderately correlated to past use whereas the subscale 
for indifference to stigma exhibited a weaker correlation (r = 0.10). With respect to 
intentions to seek mental health services, the subscales for psychological openness (r = 
0.24) and indifference to stigma (r = 0.34) showed moderate correlations, whereas help-
seeking propensity was more highly correlated (r = 0.43). 
Collective Self-Esteem Scale. The Collective Self-Esteem Scale (CSES) 
(Luhtanen & Crocker, 1992) consists of 16 items, and measures four dimensions of 
collective self-esteem: Membership esteem (e.g., "I am a worthy member of the social 
groups I belong to"), Private esteem (e.g., "In general, I'm glad to be a member of the 
social groups I belong to"), Public esteem (e.g., "Overall, my social groups are 
considered good by others"), and Identity esteem (e.g., "In general, belonging to social 
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groups is an important part of my self-image") (see Appendix C). The items are rated on 
a seven-point scale, ranging from (1) strongly disagree to (7) strongly agree. The CSES 
is scored by reverse-coding numbers 2, 4, 5, 10, 12, 13, and 15. Higher scores indicate 
greater collective self-esteem. The Cronbach's alpha for each subscale is .74, .80, .78, 
and . 73, respectively, thus demonstrating good internal consistency reliability. In the 
initial study, the scale was re-administered to the original sample population. The 
Pearson's correlation coefficient obtained for the total scale was .68, indicating adequate 
test-retest reliability. The CSES and all of its scales with the exception of the Identity 
subscale is significantly correlated with three other scales measuring concepts of self-
esteem (the Rosenberg Self-Esteem Scale, r = 0.38; the Coopersmith Self-Esteem 
Inventory, r =.33; the Janis & Field Feelings oflnadequacy Scale, r =0.34), indicating 
moderate convergent validity. The Identity subscale is significantly correlated with the 
Collective Ego Task Orientation subscale (r = 0.45). It is not surprising that the Identity 
subscale, which measures how important social groups are to one's sense of self, is 
correlated with the Collective Ego Task Orientation subscale, which measures beliefs of 
the importance of fulfilling one's role in the group and one's expected success at doing 
so. 
Intergroup Anxiety Scale. The Intergroup Anxiety Scale (IAS) used in this 
study is a six-item adaptation (Tausch, Hewstone, & Roy, 2009) of the longer original 
IAS constructed by Stephan and Stephan (1985) (see Appendix D). The shortened scale 
was chosen for this study because it is the only known IAS scale that has been used 
specifically with Hindu and Muslim populations. The IAS was used to measure 
participants' feelings when interacting with people from the other religious group. The 
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items are rated on a seven-point scale, ranging from (1) not at all to (7) extremely. 
Higher overall scores on the IAS indicate greater intergroup anxiety. 
The feelings chosen to be rated for this study include nervous, anxious, 
comfortable, awkward, safe, and at ease. These feelings were chosen based on their use 
in another study that examined Hindu and Muslim religious membership in relation to 
intergroup anxiety (Tausch, Hewstone, & Roy, 2009). Tausch and colleagues chose these 
items based on their perceived ability to capture contact quality with the out-group, which 
has been shown to be a significant predictor of intergroup anxiety (Stephan et.al, 2000). 
A Cronbach's alpha of .77 was obtained when this shortened scale was used to measure 
intergroup anxiety. 
The original Stephan and Stephan (1985) scale validity was confirmed by 
correlating scores with measures of variables which intergroup anxiety is believed to 
influence, including knowledge of the subjective culture of the out-group, perceived 
similarity (dissimilarity), stereotyping, contact with the out-group, and ethnocentrism. As 
expected, intergroup anxiety had a significant negative correlation with contact (r = -
0.29), a positive correlation with dissimilarity (r = 0.35) and a positive correlation with 
stereotyping (r = 0.26), thus supporting validity of the measure. Numerous other studies 
utilizing the shortened form have reported Cronbach's alphas of .77 or higher (Jasinskaja-
Laht, Mahonen, & Lieb, 2010; Mahonen, 2010; Tausch et. al, 2007). 
Schutte Self-Report Emotional Intelligence Test. The SSEIT (Schutte et al., 
1998) consists of 33 items, and contains four subscales: emotion perception, utilizing 
emotions, managing self-relevant emotions, and managing others' emotions (see . 
Appendix E). The items are rated on a five-point scale, ranging from (1) strongly 
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disagree to (5) strongly agree. The SSEIT is scored by reverse coding items 5, 28, and 
33. The subscale scores are calculated and then added together to give an overall sum 
score, with higher scores indicating greater emotional intelligence (Schutte et al., 1998). 
In the original study, an internal consistency analysis yielded a Cronbach's alpha of 0.90, 
which strongly indicates that the measure is reliable. Furthermore, the measure was 
found to be correlated with theoretically related constructs, as demonstrated by 
association with less alexythymia as measured by the Toronto Alexithymia Scale [r(24) = 
-0.65, p < 0.0001]. Alexithymia is a personality construct denoting the inability to 
identify and describe emotions in the self (cite). Significant correlations were also found 
with greater attention to feelings as measured by the Attention subscale of the Trait Meta 
Mood Scale [r(48) = 0.63,p < 0.0001] and greater clarity of feeling as measured by the 
Clarity subscale of the Trait Meta Mood Scale [r(47) = 0.52,p < 0.001]. Conversely, 
discriminant validity was demonstrated by lack of significant correlation. with theoretical 
constructs related to other types of intelligence (such as cognitive ability), which had 
previously been found to be related but distinct from emotional intelligence. This 
concept was shown by a lack of significant correlation of the measure with SAT and 
ACT scores [r(41) = -0.06)]. Thus, it appears that the SSEIT is a valid and reliable 
measure. 
Therapist Religion Questions. Four questions are also being added to assess 
possible differences in preference for same-religion therapists (see Appendix E). These 
include two Likert-type questions ("I would be willing to seek psychotherapy from a 
therapist who is of the same religion as I am" and "I would be willing to seek 
psychotherapy from a therapist who is of a different religion"). These will be scored on a 
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7-point Likert scale, ranging from (1) Strong disagree to (7) Strongly agree, creating a 
therapist preference score. A sum score will be computed by reverse coding the second 
question. A higher score would denote greater preference for a therapist of the same 
religion. 
General Help-Seeking Items. There are also two qualitative open-ended 
questions: "Please indicate what you perceive to be the most critical or cultural barriers 
for you if you were to seek professional help for a personal or psychological problem" 
and "Please indicate which cultural or religious factors would make you more willing to 
seek professional help for a personal or psychological problem." These questions are 
exploratory in nature; general themes will be examined. 
Procedures 
Data were primarily collected from English-speaking college students from two 
urban areas in India. Two professors in India assisted with data collection. Additional 
participants were recruited via online requests to participate that were forwarded by the 
professors to other colleagues. The participants were first asked to read and sign an 
informed consent form. The questionnaires, along with the demographic form, were then 
administered, which took approximately thirty minutes to complete. After completion of 




In the demographic questionnaire, the item indicating the importance of the 
participant's religious beliefs was reverse coded, so that a higher score indicates less 
importance of the participant's religion to his/her identity. For the general help-seeking 
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question regarding religious preference for therapist, the response indicating willingness 
to seek treatment from a therapist of a different religion was reverse coded; thus, a greater 
score indicates stronger preference for a therapist of the same religion, and a lower score 
indicates a strong preference for a therapist of a different religion. For the Inventory of 
Attitudes Toward Seeking Mental Health Services (IASMHS), items were reverse-coded 
as necessary and sum scores were computed, with higher scores indicating greater 
likelihood of seeking mental health services if deemed necessary. For the Intergroup 
Anxiety Scale (IAS), items were reverse coded as necessary and sum scores were 
computed, with higher scores indicating higher levels of intergroup anxiety. For the 
Collective Self-Esteem Scale (CSES), items were reverse coded as necessary and sum 
scores were computed, with higher scores indicating greater collective self-esteem. 
Finally, for the Schutte Self-Report Emotional Intelligence Test (SSEIT), items were 
reverse-coded as necessary and sum scores were computed with higher scores indicating 
higher emotional intelligence. The primary study questions and associated results are 
discussed below. 
1. Do Hindus and non-Hindus differ with respect to the study variables? 
The first set of analyses examined differences in help-seeking attitudes, 
intergroup anxiety, collective self-esteem, and emotional intelligence between the Hindu 
and non-Hindu students (see Table 2). 
Help-seeking attitudes. An independent samples t-test was conducted with the 
IV being participant religion and the dependent variable being the sum scores of the 
IASMHS. Results showed that Hindu participants (M = 63.34, SD= 13.64) did not 
significantly differ in help-seeking attitudes as compared to non-Hindu participants [(M = 
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66.18, SD= 10.02), t(55) = -.77,p =.13.] 
Intergroup anxiety. An independent samples t-test was conducted with the IV 
being participant religion (i.e., Hindus and non-Hindus) and the dependent variable being 
the sum scores of the IAS. Results showed that Hindu participants (M = 22.89, SD= 
23.59) did not significantly differ in intergroup anxiety as compared to non-Hindu 
participants [(M = 23.59, SD= 4.51), t(54) = -.51,p = .88.] 
Collective self-esteem. An independent samples t-test was conducted with the IV 
being participant religion (i.e., Hindus and non-Hindus) and the dependent variable being 
the sum scores of the CSES. Results showed that Hindu participants (M = 72.24, SD= 
17.34) did not significantly differ in collective self-esteem as compared to non-Hindu 
participants [(M= 76.44, SD= 13.24), t(54)= -.87,p = .28.] 
Emotional intelligence. An independent samples t-test was conducted with the 
IV being participant religion (i.e., Hindus and non-Hindus) and the dependent variable 
being the sum scores of the SSEIT. Results showed that Hindu participants (M = 119.18, 
SD= 16.14) did not significantly differ in emotional intelligence as compared to non-
Hindu participants [(M = 118.94, SD= 2.99), t(55) = .06,p = .75.] 
2. What is the relationship between importance of religious beliefs, importance of 
religion in identity, help-seeking, intergroup anxiety, collective self-esteem, 
emotional intelligence, and same-religion therapist preference? 
A series of correlational analyses were conducted to examine the relationship 
between importance of religious beliefs, importance of religion in identity, help-seeking, 
intergroup anxiety, collective self-esteem, and emotional intelligence . Participants who 
were more likely to indicate that their religious beliefs were of high importance were also 
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more likely to indicate that religion was an important part of their identity, r(54) = .75,p 
< .01. Also, participants with higher collective self-esteem were found to also indicate 
higherlevels of intergroup anxiety, r(52) = .28,p = .04 Furthermore, results showed that 
participants with more positive attitudes toward help-seeking were more likely to prefer a 
therapist of the same religion, r(53) = .30,p = .03. Furthermore, religious identity 
showed a weak negative correlation with a preference for a therapist of a different 
religion, r(52) = -.22, p = .11, indicating that participants who consider religion one of 
the most important parts of their identity are less likely to prefer a therapist of a religion 
other than their own. Also, preference for a therapist of the same religion was positively 
correlated with preference for a therapist of a different religion, r(52) = .29,p = .04, 
indicating that participants who would seek out mental health services from a therapist of 
the same religion would also be willing to seek mental health services from a therapist of 
a different religion. No other significant correlations were found (see Table 3). 
3. Will participant religious identity and importance of religious beliefs be 
associated with the dependent variables? 
Importance of religious beliefs was correlated with identification with religion, 
r(53) = .71,p < .01, as well as identification with religion with higher collective self-
esteem, r(53) = .79,p < .01, demonstrating that participants who indicated greater 
importance of their religious beliefs and religion as an important part of their identity also 
indicated having higher collective self-esteem. Also, identification with religion was 
significantly correlated with higher intergroup anxiety, r(53) = .32, p = .02., showing that 
participants who indicated that religion is one of the most important parts of their identity 
. also demonstrated more anxiety related to intergroup interactions. No other correlations 
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were found to be significant (see Table 3). 
4. Will the demographic variables be correlated with the dependent variables? 
The last set of analyses examined potential relationships of demographic factors 
(e.g., socioeconomic status, age, and sex) on the study variables. 
Socioeconomic status. An independent samples t-test was conducted with the 
independent variable being SES, which was recoded into two groups (upper class and 
middle class) by combining upper class and upper middle class, as well as middle class 
and lower middle class. Two groups were created due to having only one participant 
indicate upper class and lower middle class, respectively. The dependent variables 
included importance of religious beliefs, importance of religion in identity, help-seeking 
attitudes, intergroup anxiety, collective self-esteem, emotional intelligence, and 
preference for therapist of same or different religion. Results showed only a weak trend 
with upper class participants having more positive help-seeking attitudes (M = 64.34, SD 
= 14.08), whereas middle class status did not show a significant relationship with help-
seeking attitudes (M= 64.65, SD= 10.01), t(31) = -.09,p = .10. Socioeconomic status 
was not found to have a significant correlation with any of the other study variables (see 
Table 4). 
Age. Correlational analyses were conducted with age and the study variables. 
Results showed that age was significantly correlated with importance of religious beliefs, 
r(54) = .32,p = .02; religious identity, r(54) = .37,p = .01; and collective self-esteem, 
r( 53) = .31, p = .02. Specifically, older participants indicated greater importance of 
religious beliefs, higher importance of religion to identity, and greater collective self-
esteem. No other correlations were found to be significant (see Table 5). 
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Sex. An independent samples t-test was conducted with the independent variable 
being participant sex, and the dependent variables being beliefs, importance of religion in 
identity, help-seeking attitudes, intergroup anxiety, collective self-esteem, emotional 
intelligence, and preference for therapist of same or different religion. Results showed 
that female participants had more positive attitudes toward seeking mental health services 
(M= 67.50, SD= 10.17) than male participants [(M= 53.31, SD= 13.67), t(54) = -4.06,p 
< .0001]. Female participants also demonstrated greater emotional intelligence (M = 
121.47, SD= 11.78) than male participants [(M= 110.62, SD= 20.72), t(54) = -2.40,p = 
.02). Females participants also indicated having a stronger preference for a therapist of 
the same religion (M = 4.12, SD = 1.85) than male participants (M = 2.83, SD= 1.40), 
t(53) = -2.22,p = .03. No other significant relationships were found (see Table 6). 
Discussion 
The aim of the present study was to investigate the relationship between religion 
and help-seeking attitudes in India. Though many other factors, such as age, gender, and 
race, have been studied in relation to help-seeking attitudes, religion has received less 
attention. This research contributes to the current literature by examining not only 
religion, but a number of factors (e.g., collective self-esteem, intergroup anxiety, and 
emotional intelligence) that serve to capture the relationship between help-seeking 
attitudes and religion in the context of a culture where religious tensions have historically 
often been high. 
The first objective of this study was to examine differences in help-seeking 
attitudes, intergroup anxiety, cqllective self-esteem, and emotional intelligence between 
those adhering to the majority religion (Hindu) and religious non-majority participants. 
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Previous research has found that Arab Muslims have a propensity for seeking assistance 
from religious sources as opposed to mental health services due to a belief that symptoms 
are spiritually based, as opposed to more typical Western beliefs that symptoms are based 
on factors such as family dysfunction, biological factors, work stress, and so forth (Aloud 
& Rathur, 2009). A study by Tausch and colleagues (2009) found an interaction between 
negative contact quality and in-group bias which was mediated by intergroup anxiety. 
Though the previous literature has yet to examine intragroup differences in collective 
self-esteem, research has shown that collective self-esteem is moderated by the 
comparison of one's own group with the "other" group (Crocker & Luhtanen, 1990). 
Thus, collective self-esteem may vary between groups depending on societal depiction of 
both one's own group and the "other" group. Similarly, previous literature has not yet 
examined differences in emotional intelligence in majority and non-majority religions; 
however, previous research has found that emotional intelligence varies depending on 
whether or not members of a religious group perceive threat from religious outgroups, 
with higher threat being associated with lesser emotional intelligence (Lamothe, 2010). 
Thus it is possible that emotional intelligence may vary depending on group 
identification. 
Results from this study found that although there were not differences in help-
seeking attitudes between Hindu and non-Hindu participants, the results approached 
significance. Specifically, non-Hindu participants reported more positive attitudes 
toward help-seeking than their Hindu counterparts. No initial prediction was made in this 
study regarding differences in help-seeking attitudes between Hindus and non-Hindus 
due to a lack of prior research; however, there are a number of plausible explanations for 
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this finding. For one, this finding may be a result of the small sample size, particularly in 
the non-Hindu group. Furthermore, a significant number of participants were psychology 
majors, and the knowledge and interest in this field may have led participants to be more 
open to help-seeking regardless of religious affiliation. Also, female particpants were 
overrepresented in this sample, and previous research has found that women are more 
open to seeking psychological services than men (Mackenzie, Gekoski, & Knox, 2006). 
Results did not show a significant relationship between intergroup anxiety, 
collective self-esteem, or emotional intelligence with participant religion. Again, it is 
possible that this finding is due to the small sample size. 
Results from the present study also demonstrated significant correlations between 
more positive help-seeking attitudes and preference for a therapist of the same religion, 
and between preference for a therapist of the same religion and preference for a therapist 
of a different religion. Given these relationships, it is plausible that help-seeking 
attitudes are an overarching variable in preference for a therapist of same or different 
religion; that is, more positive attitudes toward help-seeking lead to greater likelihood of 
seeking a therapist regardless of religion. 
The second objective of this study was to examine intercorrelations between 
importance of religious beliefs, religious identity, help-seeking attitudes, collective self-
esteem, intergroup anxiety, emotional intelligence, and preference for a therapist of the 
same or different religion. 
Results from the present study indicated a significant positive correlation between 
religious identity ("My religion is the most important part of my identity") and 
importance of religious beliefs ("How important to you are your religious beliefs?"). 
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Though previous research has often neglected to separate religious identity, religious 
beliefs, and religiosity, researchers are beginning to recognize the differences in these 
concepts. Religious beliefs and religiosity refer to the personal value of group 
membership and participation in religious events, whereas religious identity refers to the 
importance of religion as part of individual self-concept, regardless of participation in 
religious events. Religious identity shares more similarities to other types of identity 
formation, such as ethnic and cultural identity (Arweck & Nesbitt, 2010). Thus, it can be 
speculated that this association is formed due to the motivation to align one's self-
concept with one's actions; however, more research is needed to further disentangle these 
constructs. 
Results from the present study also indicated a significant correlation between 
collective self-esteem and intergroup anxiety, with those participants reporting higher 
levels of collective self-esteem also indicating higher levels of intergroup anxiety. That 
is, greater collective self-esteem (i.e., positive evaluation of one's group, feeling that one 
is a 'good' member of the group, beliefthat others have a positive view of the group, and 
greater importance of the group to one's self-concept) is associated with greater 
discomfort or anxiety when interacting with other groups. Previous literature has found 
that individuals may preserve self-esteem by not only having favorable impressions of the 
ingroup, but also by denigrating the members of the outgroup. Therefore, it is plausible 
that the collective self-esteem measure is reflecting ingroup favoritism, while the 
intergroup anxiety scale is capturing denigration of the outgroup 
The third objective of this study was to examine correlations between religious 
identity and importance of religious beliefs and the dependent variables (i.e., help-
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seeking attitudes, collective self-esteem, intergroup anxiety, emotional intelligence, and 
preference for therapist of a same or different religion). Results from the present study 
showed two significant correlations. 
First, higher importance of religious beliefs and levels of religious identity were 
both correlated with higher collective self-esteem. Given that collective self-esteem 
includes the individuals' self-concept in the context of group membership, it is logical 
that those individuals indicating more importance of and higher identification with 
personal beliefs would be more motivated to ascribe positive qualities to the in-group 
(Crocker & Luhtanen, 1990). 
Second, strong religious identity (but not importance of religion) was correlated 
with higher intergroup anxiety. While this finding warrants further research, it can be 
given some speculation in the context of the existing literature. Religion plays a 
significant role in individual identity formation (King & Boyatzis, 2004), and though 
intergroup anxiety is typically understood in terms of social or group identity, the 
individual identity is not wholly separate from one's social identity. It is plausible that 
just as high group identification can lead to increased intergroup anxiety, high individual 
identification with one's religious group can lead to similar effects. Also, research has 
shown that individuals may preserve self-esteem by having favorable impressions of the 
ingroup, but also by denigrating the members of the outgroup. 
It is also plausible that these correlations are related to findings in intergroup 
comparisons as studied by using the minimal intergroup paradigm. The minimal 
intergroup paradigm has been used to examine the minimum conditions necessary to 
cause intergroup discrimination, even when participants are randomly assigned to 
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separate groups. The literature shows that simply being categorized into a group causes 
individuals to develop ingroup favoritism and outgroup discrimination (Allen & Wilder, 
1975). Given that items regarding religious affiliation, religious identity, and importance 
ofreligion were presented prior to the measures of intergroup anxiety and collective self-
esteem, it is possible that participants were more consciously aware of their own 
categorization, thus leading to similar effects found in the minimal intergroup paradigm. 
Also, the data indicate a weak correlation indicating greater importance of 
religion in identity and lesser preference for a therapist of a different religion. Given that 
results indicated a correlation between greater importance of religion in identity and 
greater collective self-esteem, which is also associated with greater intergroup anxiety, 
this finding may be a result of those participants who highly identify with their religious 
beliefs avoiding contact with individuals in the outgroup due to feelings of discomfort or 
anxiety when interacting with outgroup members. 
The fourth objective of the present study was to examine relationships between 
the demographic variables (socioeconomic status, age, sex, and therapist religion 
preference) and the study variables. 
Results from the present study indicated a weak trend towards a difference in 
help-seeking attitudes between upper class and middle class participants, with middle 
class participants reporting more positive help-seeking attitudes. This finding is 
interesting, given that previous studies have noted lower socioeconomic status as a 
frequent barrier to help-seeking (Scheppers et al., 2006). However, this study measured 
attitudes toward help-seeking, and not actual behaviors. It is plausible that individuals of 
lower socioeconomic status have more favorable attitudes toward seeking help, but have 
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greater difficulty accessing services due to financial constraints. Previous studies have 
more intently focused on the Western system of mental health care, so this finding may 
be reflective of cultural differences in mental health care accessibility, or in the culture of 
socioeconomic groups. 
Furthermore, results found that older participants indicated greater importance of 
religious beliefs, higher importance of religion to identity, and greater collective self-
esteem. Previous research has found that religiosity (including frequency of participation 
in religious activities, frequency of reading religious materials and participating in prayer, 
and perceived influence ofreligion in daily life) increases with age, and has the most 
significant increase between ages 18 and 30 years of age (Argue, Johnson, & White, 
1999). Given that the average participant age in this study was 25. 79, this finding may be 
reflective of the increase in religiosity found in prior research. Another possibility is that 
being married and having children has been found to increase religious participation and 
religiosity in general (Stolzenberg, Blair-Loy, & Waite, 1995. Though marital status and 
number of children were not assessed in this study, older participants may be more likely 
to be married and have children, and thus be more likely to indicate higher importance of 
religious beliefs and importance of religion to identity. There is little research on 
variances in collective self-esteem related to age; however, this finding may be reflective 
of the previously discussed association between greater collective self-esteem and greater 
importance of religious beliefs and greater importance of religion as a part of identity. 
Results also indicated that female participants were more likely to have more 
positive attitudes toward seeking mental health services, greater emotional intelligence, 
and increased likelihood of seeking mental heatlh services from a therapist of the same 
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religion. These results were as expected, given that a number of studies have found that 
women have more positive attitudes towards seeking mental health services, even across 
cultures (e.g., Sheikh & Fumham, 2000; Mackenzie, Gekoski, & Knox, 2006). It has 
been hypothesized that women are more highly socialized to seek help when needed and 
to openly express emotions (Surgenor, 1985), which also lends to understanding the 
relationship between sex and emotional intelligence. While there is little research on 
preference for same-religion therapist and sex, it has been hypothesized here that help-
seeking attitudes are an overarching factor in preference for a therapist of same or 
different religion, which may be reflected in this particular finding. 
Implications 
Results of the present study have a number of theoretical and clinical 
implications. First, this study showed a relationship between importance of religious 
beliefs with higher collective self-esteem, as well as a significant correlation between 
high collective self-esteem and elevated levels of intergroup anxiety. This finding may 
aid clinicians in understanding the client's perspective in relation to intergroup beliefs 
and subsequent behaviors; previous studies have shown that individuals report a more 
positive association with help-seeking when the therapist demonstrated competency in 
the client's culturally-based values (Cauce et. al., 2002). 
Also, the findings of the present study may offer insights into methods of 
promoting prosocial behavior between groups. As mentioned, positive contact between 
members of opposing groups has been found to decrease intergroup anxiety (Dovidio, 
Gaertner, & Kawakami, 2003). An understanding of the factors creating and maintaining 
intergroup anxiety, such as high collective self-esteem and strong personal identification 
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with religion, may allow for improved methods of promoting positive social interactions 
between groups. In particular, structured situations have been found to be particularly 
effective in decreasing intergroup anxiety (Hewstone & Brown, 1986). Thus, these 
findings may be helpful to community leaders and social justice advocates seeking ways 
to encourage more harmonious relations in places where intergroup tensions are high. 
Limitations 
Although results of these exploratory analyses were promising, the results should 
be interpreted with an understanding of the possible limitations of the study. For 
example, a significant issue with the present study is the limited sample size. Initially, 
the proposed analyses intended to measure differences in Hindu and Muslim participants; 
however, after multiple attempts in collecting additional data, the present study instead 
examined the preliminary data obtained in terms of Hindu and non-Hindu participants. 
Additionally, the small sample size did not allow for examination of proprosed mediating 
relationships between some of the study variables. Data will continue to be collected for 
future analyses of Hindus, non-Hindus and, more specifically, Muslims, as well as for the 
purpose of further analyzing relationships between the study variables. Furthermore, sex 
was not equally represented in the participant sample. Given that women have been 
found to be more likely to seek professional help, results may be inaccurately inflated. 
Furthermore, the analyses in this study have been primarily generated from university 
students; therefore, results may not be useful in regards to the general population. 
Another point that should be considered is the large number of neutral responses, 
especially with respect to the religious importance item. Previous research has found that 
participants given a 'neutral' option will choose the neutral response over their actual 
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opinion, which can affect correlations between variables. Many possible factors for this 
response have been studied, including lack of participant motivation, ambivalence about 
the question, and social desirability (Johns, 2005). Of particular interest in the present 
study is the previous literature suggesting that Asian participants are more likely to avoid 
extreme responses and favor midpoint options (Wang et al., 2013). Researchers have not 
reached agreement as to why this phenomenon exists, but most believe it to be culturally-
based. Collectivistic cultures tend to value avoiding conflict and fitting in with others, so 
this response style may be a reflection of these beliefs (Wang et al., 2013). 
Finally, the questionnaires used in this study may not reflect the actual attitudes 
and values of the participants. The data collected relied on self-report measures, the 
validity of which depends on a number of factors. For one, self-report measures are only 
accurate so far as the participant responds honestly. Previous research has found that 
participants often respond in a socially desirable way (Arnold & Feldman, 1981). This 
could be particularly problematic with scales such as the Intergroup Anxiety Scale, where 
participants may be motivated to answer in a way that coresponds with society's 
generally negative view towards discrimination, regardless of their actual individual 
beliefs and actions. Also, self-report measures rely on the individual's capacity for 
introspection. Previous research has found individual differences in ability for 
introspection (Wilson & Dunn, 2004), thus even if participants are overtly attempting to 
answer items honestly, they may still not be responding in a way that truly reflects their 
values and behaviors given a lack of ability in assessing oneself. Similarly, reported 
attitudes are not necessarily an accurate portrayal of behaviors. In particular, the scale 
used to measure help-seeking here concerned attitudes; that is, the participant's 
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perspective toward seeking mental health services. A number of studies have found 
inconsistencies between personal attitudes and corresponding behaviors (e.g., Wicker, 
1969; Fazio, 1990; Kraus, 1995). In this case, positive attitudes towards help-seeking 
may not then actually relate to a person's actual propensity toward seeking mental health 
services. 
Future Research 
Interestingly, the original intention of the current study included perceived 
religious discrimination as a variable. However, the Indian professors aiding in data 
collection reported feeling too uncomfortable presenting the measure, as the topic was so 
emotionally charged at the time. This notion highlights the reality and prominence of 
religious tension in India, and paradoxically, this response indicates the importance of 
further research in this area. Though there are numerous studies regarding perceived 
religious discrimination in minority groups, the bulk of this research examines racial 
discrimination. In recent years, many studies have found that perceived discrimination 
can lead to psychological stress (Allison, 1998; Major, Quinton, & McCoy, 2002; Sellers 
& Shelton, 2003). Symptoms similar to those found in clients diagnosed with depression 
and anxiety may surface. Cassidy, Connor, Howe, and Warden (2004) examined the 
relationship of collective self-esteem to the psychological stress caused by perceived 
discrimination. They found that high collective self-esteem may serve a mediating role in 
protecting stigmatized persons against the negative effects of perceived discrimination. 
The original hypotheses speculated that non-Hindu participants would indicate higher 
levels of perceived religious discrimination than their Hindu counterparts. Given that 
prejudice is typically geared more towards the minority group, and that studies show that 
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stressors such as prejudice have a positive correlation with increased perception of 
discrimination (Utsey, 1998), it is reasonable to predict that prejudice towards non-
Hindus would have a positive correlation with perceived religious discrimination. In 
light of the previous findings, future research is warranted in understanding the effects of 
perceived discrimination. 
Conclusion 
Though this report only represented the ancillary analyses of an ongoing study, 
results are promising. While many hypotheses were not supported by statistically 
significant results, it is predicted that a larger sample size will yield significant results in 
future analyses. 
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Overall Sample (N = 56) 
13 (23.2 %) 
43 (76.8 %) 
3 (5.4 %) 
4 (7.1 %) 
4 (7.1 %) 
15 (26.8 %) 
4 (7.1 %) 
26 (46.4 %) 
3 (5.5 %) 
3 (5.5 %) 
38 (69.1 %) 
3 (5.5 %) 
5 (9.1 %) 
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Sikh 1 (1.8 %) 
Other 2 (3.6 %) 
Location Type 
Urban/City 48 (85.7 %) 
Suburban 8 (14.3 %) 
Socioeconomic Status 
Upper Class 1 (1.8 %) 
Upper Middle Class 31 (56.4 %) 
Middle Class 22 (40.0 %) 
Lower Middle Class 1 (1.8 %) 
Prior Therapy 
Yes 12 (21.4 %) 
No 44 (78.6 %) 
Family History of Therapy 
Yes 3 (5.4 %) 
No 53 (94.6 %) 
Importance of Religious Beliefs 
Extremely Important 7 (12.5 %) 
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Very Important 11 (19.6 %) 
Fairly Important 20 (35.7 %) 
Somewhat Unimportant 4 (7.1 %) 
Fairly Unimportant 5 (8.9 %) 
Not At All Important 9 (16.1 %) 
Religion As Most Important Part of 
Identity 
Strongly Disagree 12 (21.4 %) 
Very Much Disagree 4 (7.1 %) 
Disagree 9 (16.1 %) 
Neither Agree Nor Disagree 10 (17.9 %) 
Agree 12 (21.4 %) 
Very Much Agree 3 (5.4 %) 
Strongly Agree 6 (10.7 %) 
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Table 2 
Group Differences in Help-Seeking Attitudes, Intergroup Anxiety, Collective Self-Esteem, 










M SD M SDdf t 
63.34 13.64 66.18 10.02 53 -0.77 
(n = 38) (n = 17) 
22.89 4.68 23.59 4.51 52 -0.51 
(n = 37) (n = 17) 
72.24 17.34 76.44 13.24 52 -0.87 
(n = 38) (n = 16) 
119.18 16.14 118.94 12.33 53 0.06 
(n = 38) (n = 17) 
Help-Seeking Attitudes in India 59 
Table 3 
Intercorrelations for Importance of Religious Beliefs, Importance of Religion in Identity, 
IASMHS, !AS, CSES, SSEIT, and Therapist Religion Preference 
Measure 
1. Importance of 
Religious Beliefs 
2. Importance of 







8. Different Religion 
Preference 
**p < .01 *p < .05 
1 2 3 4 5 
.75** -.13 .19 .71 ** 
- .11 .32* .79** 
.12 .14 
.28* 
6 7 8 
.15 - .07 - .12 
.08 -.01 - .22 
.17 .30* .15 
.06 .03 - .20 
.19 .16 - .18 
.01 - .17 
.29* 
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Table 4 
Socioeconomic Group Differences in Importance of Religious Beliefs, Importance of 
Religion in Identity, Help-Seeking Attitudes, Intergroup Anxiety, Collective Self-Esteem, 
Emotional Intelligence, and Therapist Religion Preference 
Measure 
Importance of Religious 
Beliefs 

































52 - .09 
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4.87 1.34 51 - .09 
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Table 5 
Correlations of Age and Importance of Religious Beliefs, Importance of Religion in 
Identity, IASMHS, !AS, CSES, SSEIT, and Therapist Religion Preference 
Age r 
Importance of Religious Beliefs .324* 




SSEIT - .11 
Same Religion Preference - .13 
Different Religion Preference - .08 
Note: Higher scores indicate greater age. 
*p < .05 **p < .01 
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Table 6 
Sex Differences in Importance of Religious Beliefs, Importance of Religion in Identity, 
Help-Seeking Attitudes, Intergroup Anxiety, Collective Self-Esteem, Emotional 
Intelligence, and Therapist Religion Preference 
Measure 
Importance of Religious 
Beliefs 


























M SD df 
3.72 1.54 54 
3.72 1.54 54 
67.49 10.17 54 
23.47 4.10 53 
74.52 15.55 53 
121.47 11.78 54 
4.12 1.85 53 
4.95 1.27 52 
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APPENDIX A 
Demographic Questionnaire 
Please provide the following background information. As this survey is completely 
anonymous; please do not write your name on the forms. 
1. Age: ___ _ 
2. Gender: Male ___ (1) Female ___ (2) 
3. Ethnic Background: 
---
Bengali (1) 
__ Punjabi (2) 




__ Other(6): Specify ___ _ 






Christian, Non-Catholic (3) 
---
Hindu (4) 
___ Jain (5) 
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___ Jewish (6) 
___ Muslim (7) 
__ Sikh(8) 
__ Other: Specify (9) ___ _ 
5. How important to you are your religious beliefs? 
___ Extremely important (1) 
___ Very important (2) 
___ Fairly important (3) 
___ Somewhat unimportant ( 4) 
___ Fairly unimportant (5) 
___ Not at all important (6) 
6. Indicate your level of agreement with the following statement: 
My religion is the most important part of my identity. 
Strongly 
Disagree Disagree Agree 




7. Which of the following options best describes the area in which you live? 
__ Urban/City (1) 
__ Rural(2) 
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___ Suburban (3) 
___ Other (please specify): __________ ( 4) 
8. How would you describe your socio-economic status? 
___ Upper Class (1) 
___ Upper Middle Class (2) 
___ Middle Class (3) 
___ Lower Middle Class (4) 
___ Lower Class (5) 
9. What is your major area of study? 
-------




Have you ever received prior counseling? Yes (1) No 
---- -----
If yes, please specify: ____________________ _ 
Has a close family member received prior counseling? Yes ___ (1) No ___ _ 
If yes, please specify: ____________________ _ 
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APPENDIXB 
IASMHS 
The term professional refers to individuals who have been trained to deal with 
mental health problems (e.g., psychologists, psychiatrists, social workers, and family 
physicians). The term psychological problems refers to reasons one might visit a 
professional. Similar terms include mental health concerns, emotional problems, mental 
troubles, and personal difficulties. 
For each item, indicate whether you disagree (0), somewhat agree (1), are 
undecided (2), somewhat agree (3), or agree (4). 
1. There are certain problems which should not be discussed outside of one's immediate 
family. 
Disagree Agree 
(0) (1) (2) (3) (4) 
2. I would have a very good idea of what to do and who to talk to if I decided to seek 
professional help for psychological problems. 
Disagree Agree 
(0) (1) (2) (3) (4) 
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3. I would not want my significant other (spouse, partner, etc.) to know ifl were suffering 
from psychological problems. 
Disagree Agree 
(0) (1) (2) (3) (4) 
4. Keeping one's mind on a job is a good solution for avoiding personal worries and 
concerns. 
Disagree Agree 
(0) (1) (2) (3) (4) 
5. If good friends asked my advice about a psychological problem, I might recommend 
that they see a professional. 
Disagree Agree 
(0) (1) (2) (3) (4) 
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6. Having been mentally ill carries with it a burden of shame. 
Disagree Agree 
(0) (1) (2) (3) (4) 
7. It is probably best not to know everything about oneself. 
Disagree Agree 
(0) (1) (2) (3) (4) 
8. lfl were experiencing a serious psychological problem at this point in my life, I would 
be confident that I could find relief in psychotherapy. 
Disagree Agree 
(0) (1) (2) (3) (4) 
9. People should work out their own problems; getting professional help should be a last 
resort. 
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Disagree Agree 
(0) (1) (2) (3) (4) 
10. If I were to experience psychological problems, I could get professional help if I 
wanted to. 
Disagree Agree 
(0) (1) (2) (3) (4) 
11. Important people in my life would think less of me if they were to find out that I was 
experiencing psychological problems. 
Disagree Agree 
(0) (1) (2) (3) (4) 
12. Psychological problems, like many things, tend to work out be themselves. 
Disagree Agree 
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(0) (1) (2) (3) (4) 
13. It would be relatively easy for me to find the time to see a professional for 
psychological problems. 
Disagree Agree 
(0) (1) (2) (3) (4) 
14. There are experiences in my life I would not discuss with anyone. 
Disagree Agree 
(0) (1) (2) (3) (4) 
15. I would want to get professional help if I were worried or upset for a long period of 
time. 
Disagree Agree 
(0) (1) (2) (3) (4) 
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16. I would be uncomfortable seeking professional help for psychological problems 
because people in my social or business circles might find out about it. 
Disagree Agree 
(0) (1) (2) (3) (4) 
17. Having been diagnosed with a mental disorder is a blot on a person's life. 
Disagree Agree 
(0) (1) (2) (3) (4) 
18. There is something admirable in the attitude of people who are willing to cope with 
their conflicts and fears without resorting to professional help. 
Disagree Agree 
(0) (1) (2) (3) (4) 
19. lfl believed I were having a mental breakdown, my first inclination would be to get 
professional attention. 
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Disagree Agree 
(0) (1) (2) (3) (4) 
20. I would feel uneasy going to a professional because of what some people would 
think. 
Disagree Agree 
(0) (1) (2) (3) (4) 
21. People with strong characters can get over psychological problems by themselves and 
would have little need for professional help. 
Disagree Agree 
(0) (1) (2) (3) (4) 
22. I would willingly confide intimate matters to an appropriate person if I thought it 
might help me or a member of my family. 
Disagree Agree 
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(0) (1) (2) (3) (4) 
23. Had I received treatment for psychological problems, I would not feel that it ought to 
be "covered up." 
Disagree Agree 
(0) (1) (2) (3) (4) 
24. I would be embarrassed if my neighbor saw me going into the office of a professional 
who deals with psychological problems. 
Disagree Agree 
(0) (1) (2) (3) (4) 
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APPENDIXC 
Please answer the following question by circling the number that best corresponds to how 
you feel. 
If you were the only member of your religious group (Hindu or Muslim) and you were 
interacting with people from the other religious group (Hindu or Muslim), e.g. talking to 
them, working on a project with them, to what extent would you experience these 
feelings?: 
(1) Not at all 1-------2-------3-------4-------5-------6-------7 Extremely 
Nervous 
(2) Not at all 1-------2-------3-------4-------5-------6-------7 Extremely 
Anxious 
(3) Not at all 1-------2-------3-------4-------5-------6-------7 Extremely 
Comfortable 
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(4) Not at all 1-------2-------3-------4-------5-------6-------7 Extremely 
Awkward 
(5) Not at all 1-------2-------3-------4-------5-------6-------7 Extremely 
Safe 
(6) Not at all 1-------2-------3-------4-------5-------6-------7 Extremely 
At Ease 
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APPENDIXD 
INSTRUCTIONS: We are all members of different religious group or social categories. 
One such social group is our religious membership. We would like you to consider your 
membership in your religious group, and respond to the following statements on the basis 
of how you feel about that groups and your membership in it. There are no right or wrong 
answers to any of these statements; we are interested in your honest reactions and 
opinions. Please read each statement carefully, and respond by using the following scale 
from 1 (Strongly Disagree) to 7 (Strongly Agree): 
1. I am a worthy member of my religious group. 1 2 3 4 5 6 7 
2. I often regret that I belong to my religious group. 1 2 3 4 5 6 7 
3. Overall, my religious group is considered good by 1 2 3 4 5 6 7 
others. 
4. Overall, my religious group membership have very 1 2 3 4 5 6 7 
little to do with how I feel about myself. 
5. I feel I don't have much to offer to my religious 1 2 3 4 5 6 7 
group. 
6. In general, I'm glad to be a member of the religious 1 2 3 4 5 6 7 
group I belong to. 
7. Most people consider my religious group, on the 1 2 3 4 5 6 7 
average, to be more ineffective than other religious 
groups. 
8. The religious group I belong to is an important 1 2 3 4 5 6 7 
reflection of who I am. 
9. I am a cooperative participant in the religious group 1 2 3 4 5 6 7 
I belong to. 
10. Overall, I often feel that the religious group of 1 2 3 4 5 6 7 
which I am a member is not worthwhile. 
11. In general, others respect the religious group that I 1 2 3 4 5 6 7 
am a member of. 
12. The religious group I belong to is unimportant to 1 2 3 4 5 6 7 
my sense of what kind of a person I am. 
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13. I often feel I'm a useless member of my religious 1 2 3 4 5 6 7 
group. 
14. I feel good about the religious group I belong to. 1 2 3 4 5 6 7 
15. In general, others think that the religious group I am 1 2 3 4 5 6 7 
a member of is unworthy. 
16. In general, belonging to religious group is an 1 2 3 4 5 6 7 
important part of my self-image. 
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APPENDIX E 
SSEIT 
Directions: Each of the following items asks you about your emotions or reactions 
associated with emotions. After deciding whether a statement is generally true for 
you, use the 5-point scale to respond to the statement. Please circle the "1" if you 
strongly disagree that this is like you, the "2" if you somewhat disagree that this is 
like you, "3" if you neither agree nor disagree that this is like you, the "4" if you 
somewhat agree that this is like you, and the "5" if you strongly agree that this is 
like you. 
There are no right or wrong answers. Please give the response that best describes 
you. 
1 = strongly disagree 
2 = somewhat disagree 
3 = neither agree nor 
disagree 4 = somewhat 
agree 
5 =strongly agree 
1. I know when to speak about my personal problems to others. 
2. When I am faced with obstacles, I remember times I faced 
similar obstacles and overcame them. 
3. I expect that I will do well on most things I try. 
4. Other people find it easy to confide in me. 
5. I find it hard to understand the non-verbal messages of other 
people. 
6. Some of the major events of my life have led me to re-evaluate 
what is important and not important. 
7. When my mood changes, I see new possibilities. 
8. Emotions are one of the things that make my life worth living. 
9. I am aware of my emotions as I experience them. 
10. I expect good things to happen. 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
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11. I like to share my emotions with others. 1 2 3 4 5 
12. When I experience a positive emotion, I know how to 
make it last. 1 2 3 4 5 
13. I arrange events others enjoy. 1 2 3 4 5 
14. I seek out activities that make me happy. 1 2 3 4 5 
15. I am aware of the non-verbal messages I send to others. 1 2 3 4 5 
16. I present myself in a way that makes a good impression on others. 1 2 3 4 5 
17. When I am in a positive mood, solving problems is easy for me. 1 2 3 4 5 
18. By looking at their facial expressions, I recognize the 
emotions people are experiencing. 1 2 3 4 5 
19. I know why my emotions change. 1 2 3 4 5 
20. When I am in a positive mood, I am able to come up with 
new ideas. 1 2 3 4 5 
21. I have control over my emotions. 1 2 3 4 5 
22. I easily recognize my emotions as I experience them. 1 2 3 4 5 
23. I motivate myself by imagining a good outcome to 
tasks I take on. 1 2 3 4 5 
24. I compliment others when they have done something well. 1 2 3 4 5 
25. I am aware of the non-verbal messages other people send. 1 2 3 4 5 
26. When another person tells me about an important event in 1 2 3 4 5 his or her life, I almost feel as though I experienced this 
event myself. 
27. When I feel a change in emotions, I tend to come up 
with new ideas. 1 2 3 4 5 
28. When I am faced with a challenge, I give up because 
I believe I will fail. 1 2 3 4 5 
29. I know what other people are feeling just by looking at them. 1 2 3 4 5 
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30. I help other people feel better when they are down. 
31. I use good moods to help myself keep trying in the face of 
obstacles. 
32. I can tell how people are feeling by listening to the tone 
of their voice. 
3 3. It is difficult for me to understand why people feel the way 
they do. 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
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APPENDIXF 
Attitudes towards Seeking Psychotherapy 
Please indicate your level of agreement or disagreement with the following statements: 
1. I would be willing to seek psychotherapy from a therapist who is of the same religion 
as I am. 
Strongly Strongly 
Disagree Disagree Agree Agree 
(1) (2) (3) (4) (5) (6) (7) 
2. I would be willing to seek psychotherapy from a therapist who is of a different 
religion. 
Strongly Strongly 
Disagree Disagree Agree Agree 
(1) (2) (3) (4) (5) (6) (7) 
3. Please indicate what you perceive to be the most critical cultural or religious barriers 
for you if you were to seek professional help for a personal or psychological problem: 
4. Please indicate which cultural or religious factors would make you more willing to 
seek professional help for a personal or psychological problem: 
